


















• Low level of priority for aging issues. 

A report was developed on the responses in both the large and small group sessions with 

an explanation of the process. 

Additional Accomplishments, 1998 

Additional accomplishments include: 

=> Supported allocation of additional for the expansion of the Case 

Management Program for the Frail Elderly in State Fiscal Year 1998. 

=> The Case Management Program for the Frail Elderly (CMPFE) and waiver services 

were available to residents in 94 Iowa counties by the end of calendar year 1998. 

=> The Long-Term Care Coordinating Unit (L TCCU) approved and implemented a 

common care plan to be used for all CMPFE and Medicaid Home- and Community­

Based Services Elderly clients. The L TCCU common care plan 

was also made available to long-term care service providers to use with non-CMPFE 

clients as desired. 

=> An interagency committee reviewed the time frame for processing applications for the 

Title 19 elderly waiver to identify the reasons for delays in determination of eligibility. 

Staff continues to work on ways to improve processing time. 

=> Staff from IFMC continued to provide educational sessions to local providers on the 

level of care determination process. 

=> A report was submitted to the Governor and the General Assembly regarding the 

activities of the Long Term Care Coordinating Unit in 1997. 

=> The Medicaid Home and Community-Based Services Elderly Waiver paid for services 

to low-income elders in 89 counties with the Case Management Program for the Frail 

Elderly. 
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Case Management Program Statistics -- State Fiscal Year 1998 
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FY '98 Case Management Program for the Frail Elderly 
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, 'lrr.ir Number of Individuals . : '.' 

A total of 8,115 of Iowa's elderly population were referred to the case management 

program. A Functional Abilities Screening Evaluation (F ASE) was performed on 

everyone that was referred to the program. The F ASE is the screening tool used in the case 

management program. Its purpose is to indicate those persons who may have multiple 

problems or service needs. It is also used to identify those persons who may participate in 

a comprehensive assessment oftheir needs with the IOWA Assessment Tool. 

The IOWA is an assessment tool that was adapted from the Florida Assessment Tool, 

which had been tested for reliability and validity. The IOWA has been approved by the 

Coordinating Unit for use in the Case Management Program as well as in other long-term 

care programs administered by the Coordinating Unit's member departments. The 

assessment tool provides )nformation regarding the individuals ability to function 

independently. From that information, a projection of the need for multiple services and/or 

multiple service providers is made. This projection is an indicator of the need for 

coordination of services through case management. During state fiscal year 1998, a 
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comprehensive assessment was completed for the first time on 3,738 persons. There were 

2,870 annual updates or reassessments completed using the lOW A Assessment Tool. 

In the thirteen area agencies on aging, 4,877 individuals remained active case managed 

clients at the end of the fiscal year. A number of services were provided to each of these 

clients after implementation of each individualized care plan. Besides receiving needed 

services, there is ongoing communication with the client, advocacy on behalf of the client 

and the clients' service providers; monitoring of appropriateness, quality and frequency of 

services; and regular reassessment of each client's needs. Seventy one percent (71%) of the 

year's case managed clients, or 2,472 individuals, were determined by the Iowa Foundation 

for Medical Care to meet Medicaid medical necessity criteria for intermediate or skilled 

level of care in a nursing facility. 

During fiscal year 1998, a total of 2,700 persons were discharged from the program. The 
chart below summarizes the ·x~aso'6s for discharge. Twenty five percent of all case 
managed clients were able to live out their lives in their own home. 

•I% 

'Case Management Program for Frail Elderly -­
Reasons for Discharge FY 1998 

IJREHAB.- 10% 

• INACTIVE - 1% 

DINST. -41% 

!ill DEATH - 25% 

• CAN'T MEET NEEDS - 1% 

IUREQUEST- 14% 

•MOVED-5% 

EJOTHER- 3% 

Proposed Initiatives for 1999-

The Long Term Care Coordinating Unit (L TCCU) has committed to the following 

activities in 1999: 

0 Continue to seek Title 19 and other sources of funding for case management. 
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0 Continue to develop and implement the Long Term Care Coordinating Unit Strategic 

Plan including objectives related to: 

+ Collecting long-term care data. 

+ Expansion of the Case Management Program for the Frail Elderly into the five 
final counties. These counties will be waiver eligible April 1st, 1999. At this 
time, all oflowa's 99 counties will be participating CMPFE counties. 

+ Further development of the action plan to implement the special long-term care 
units for persons displaying combative behavior, incorporating a more reliable 
estimate of the numbers of potentiaL clients, cost projections and the future role of 
the Clarinda psycho-geriatric program needs to be incorporated. 

0 Complete a full review of the progress made on objectives outlined in the "Long-Term 

Care Strategic Plan." 

0 Completion of quality assurance audits of all active CMPFE counties. Each county 

will have its program evaluated to identify ways to improve the coordination and 

delivery of in-home services to JJ~l elders at least once every four years . 
. • ' : ( f . 

0 Continue to search for alternative ways to resolve the difficulties experienced by adult 

day care providers. 

0 Continue to identify ways to shorten the time frame for processing applications for the 

HCBS Elderly Waiver. 

0 Continue to identify ways to reduce unessential and duplicative paper work involved in 

the community-based care system. This includes combining Medicare's OASIS-B 

assessment with the L TCCU' s "lOW A" comprehensive assessment tool. 

0 Consideration of a managed long-term care system in response to potential federal 

changes in the Medicaid program. 
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